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Abstract
Children and adults with autism spectrum disorders (ASD) can benefit from cogni-
tive behaviour therapy (CBT), yet the prevailing opinion is that this requires adapta-
tions to accommodate commonly experienced socio-communication and neuropsy-
chological impairments. There are, however, no empirically-derived guidelines 
about how best to adapt standard practice. In a three round Delphi survey, we asked 
expert clinicians and clinical-researchers, based in England, about how to optimise 
the design, delivery and evaluation of CBT for people with ASD. Of 50 people 
approached, 18 consented to take part in Round 1, nine in Round 2 and eight in 
Round 3. Using a five-point scale, participants rated the degree to which 221 state-
ments—pertaining to the referral process, assessment, engagement, formulation, 
goal setting, therapy structure, interventions and techniques, homework, outcome 
measurement, managing endings and therapist attributes—were integral to CBT. 
The consensus was that 155 statements represented essential or important com-
ponents of CBT. Adaptations to the structure and process of therapy were consist-
ently endorsed, and an individualised formulation-derived approach was favoured 
when deciding upon which interventions and techniques to offer. Further studies are 
needed to clarify if adapted CBT is associated with improved treatment outcomes 
and acceptability.
Keywords Autism spectrum disorders (ASD) · Cognitive behaviour therapy (CBT) · 
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Introduction
Autism spectrum disorder (ASD) is a neurodevelopmental condition, of child-
hood onset, characterised by socio-communication impairments and engagement in 
restricted interests, rituals and routines (American Psychiatric Association 2013). 
Children and adults with ASD experience high rates of comorbid mental health con-
ditions, in particular, anxiety disorders, obsessive compulsive disorder (OCD) and 
depression (Russell et  al. 2016; Simonoff et  al. 2008; Wigham et  al. 2017). They 
also commonly present with transdiagnostic characteristics (i.e. features occur-
ring across psychological disorders), including an Intolerance of Uncertainty (IoU; 
Wigham et al. 2015), alexithymia (Kinnaird et al. 2019) and emotion dysregulation 
(Mazefsky et al. 2013). Causal and maintaining mechanisms for comorbidities are 
multi-factorial, and predominantly comprise psycho-social factors, possibly under-
pinned by neurobiological causes. Comorbidities exacerbate functional and social 
impairment, increase carer burden and impede quality of life (QoL) for people 
across the lifespan (Murphy et al. 2018). There is, therefore, an impetus for clinical-
researchers and service commissioners to develop and make available accessible and 
effective interventions.
In people without ASD, cognitive behaviour therapy (CBT) is usually the recom-
mended treatment of choice for anxiety disorders and depression (Clark 2011), and 
this has a strong evidence base (e.g. Hofmann et al. 2012; James et al. 2013). CBT 
is a short-term goal-focused ‘talking therapy’, based on several central premises: (1) 
there are interdependent relationships between what and how we think, how we feel 
physiologically and emotionally, and what we do; (2) unhelpful thoughts and think-
ing styles and particular coping strategies can indirectly perpetuate negative affect; 
and (3) negative affect and physiological anxiety and arousal can reinforce the use 
of less helpful responses and encourage negative thoughts and ways of thinking. In 
CBT, people are supported to make sense of the links between various aspects of 
presenting difficulties and develop alternative ways of thinking about, and respond-
ing to, real or perceived distressing stimuli (Kennerley et al. 2016).
Historically, CBT was primarily considered suitable for people with overt attrib-
utes suggestive of psychological-mindedness. Seminal work by Safran et al. (1993) 
concluded that patients most likely to benefit from short-term psychological inter-
ventions would have mild to moderate short-lived problems, a solution-focused 
stance, optimism and motivation to change, good insight into their thoughts and 
feelings as well as the ability to discriminate between these, and the capacity for rec-
iprocity. Their work informed development of the Suitability for Short-Term Cogni-
tive Therapy Rating Scale (SRS), and a handful of studies have reported significant 
associations between this and CBT outcomes in adults with depression or anxiety 
(Myhr et al. 2007; Renaud et al. 2014).
These criteria are, however, somewhat restrictive. Many people without ASD 
referred for CBT—either via the Improving Access to Psychological Therapies 
(IAPT) program in England or to psychological therapies services more widely—
have more complex presentations. This may be due to multi-morbidity, chronic-
ity of symptoms, poor response to mono-treatment or difficulties with developing 
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adaptive relationships (e.g. due to adverse social experiences). There are also sig-
nificant clinical and ethical issues associated with refusing people psychologi-
cal interventions because of their symptoms, interpersonal style or circumstances. 
Thus, in recent years, there have been more concerted efforts to adapt CBT for 
people presenting with varying degrees of clinical complexity, with good out-
comes reported for adults with psychosis (Lincoln and Peters 2019), bipolar 
affective disorder (Chiang et  al. 2017) and co-occurring physical and mental 
health conditions (e.g. Kew et al. 2016).
Traditionally, there have also seemed to be reservations about offering CBT to 
people with ASD (Moree and Davis 2010). Indeed, difficulties with accessing health 
services, including evidence-based psychological interventions, are commonly 
reported (e.g. Murphy et al. 2018) and generic service provision is seldom adapted 
or tailored for the needs of people with autism (National Institute for Health and 
Care Excellence; NICE 2012). This has resulted in, or coincided with, the develop-
ment of specialist ASD services (e.g. Davidson et  al. 2015), yet obtaining health 
authority funding for these can prove hugely difficult and there are long waiting lists 
for assessment and treatment.
Concerns about the suitability and acceptability, and thus effectiveness, of CBT 
for people with ASD may be attributable to several reasons. Core socio-commu-
nication characteristics, for example, have been hypothesised to hamper the devel-
opment of a reciprocal therapeutic alliance; a fundamental mediating mechanism 
for psychological therapy effectiveness (Wampold 2015). Common neuropsycho-
logical impairments have also been proposed to impede engagement. Difficulties 
with introspection and interoception (Dubois et al. 2016; Kinnaird et al. 2019) may 
reduce awareness and accurate labelling of physiological sensations and emotions; 
an important component of psychological assessment and treatment. Impairments 
in theory of mind (ToM), perspective taking, generativity, cognitive flexibility 
and central coherence (Baron-Cohen et al. 2001; Brunsdon and Happé 2015) may 
affect the ability to identify and consider alternative possibilities (e.g. in terms of 
thoughts, beliefs and behaviours, or causes and outcomes of situations); again, inte-
gral to psychological interventions and techniques. More practically, sensory sensi-
tivities (Koenig and Rudney 2010) and impairments in executive functioning (Tsat-
sanis 2014) may moderate information processing during appointments and when 
attempting tasks between sessions.
Yet conversely, there are several aspects of CBT that would suggest this could 
be a suitable approach for people with ASD, above and beyond other therapeutic 
modalities, if adapted to accommodate characteristics outlined above. The formulaic 
and methodical nature of CBT generally, and individual sessions specifically, can 
resonate well with people with ASD (e.g. due to preferences for order and predict-
ability). Rather than the non-directive conversational styles characteristic of psycho-
therapy, discussions in CBT tend to be semi-structured and detail-focused (Kennerly 
et al. 2016); potentially more understandable for people with ASD who often have 
difficulties with abstract concepts. Developing a shared diagrammatic formulation 
of presenting difficulties can help to make these seem more contained. Individual-
ised goals are well defined and these are tackled using a graded and collaborative 
approach. Finally, the emphasis on practice and application of specific interventions 
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and techniques to multiple situations (e.g. graded exposure), enhances the possibil-
ity for generalisation of skills.
Reviews and meta-analyses indicate that the empirical evidence base for CBT 
for people with ASD has been developing more systematically since the late 1990s, 
although most studies have recruited children and adolescents. The evidence is 
encouraging. Case study and case series data suggest that CBT is an effective treat-
ment for mental health symptoms, including low mood and self-harm (Hare 1997), 
anxiety disorders (Cardaciotto and Herbert 2004) and obsessive compulsive disor-
der (OCD; Reaven and Hepburn 2003). Results from randomised controlled trials 
(RCTs) suggest that CBT for anxiety and OCD can be more effective than treatment 
as usual and  wait list controls and comparable to comparators (e.g. anxiety man-
agement; Weston et  al. 2016). There is also preliminary evidence that CBT inter-
ventions and techniques are effective for transdiagnostic symptoms, including IoU 
(Rodgers et al. 2017), poor emotion regulation (Scarpa and Reyes 2011) and social 
skills impairments (Ung et al. 2015).
A consistent theme across studies is that the structure, process and content of CBT 
have been adapted to make this more accessible for participants, echoing broad rec-
ommendations outlined in the NICE guidelines for young people and adults with 
ASD (NICE 2011b, 2012). Narrative reviews of modifications of CBT in ASD 
intervention studies conclude that these have commonly included: (1) changing the 
number and duration of sessions; (2) using simple, concrete methods of conveying 
information; (3) doing more preparatory work (e.g. to enhance emotional literacy); 
(4) upskilling participants (e.g. to develop techniques applicable to multiple domains, 
such as problem-solving skills); (5) incorporating ‘special interests’ into treatment; 
(6) repeating tasks and techniques; (7) involving a co-therapist (e.g. a parent); and (8) 
liaising with others (e.g. teachers) (see Moree and Davis 2010; Walters et al. 2016).
While health services are mandated to provide needs-led interventions (e.g. HM 
2009; NICE 2011b, 2012), there have been no formal efforts to operationalise which 
adaptations are more necessary for enhancing the accessibility of CBT for people 
with ASD. As the evidence base in this field grows, we need to better understand 
integral components of treatment.
Study Aims
The aims of this study were to establish and synthesise expert opinion about the 
design, delivery and evaluation of CBT for people with ASD, living in England, in 
order to develop consensus guidelines about good practice.
Method
Study Design
The study used a Delphi survey method; an iterative process for ‘achieving con-
vergence of opinion’ from groups (Dalkey and Helmer 1963). Delphi studies are 
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conducted frequently in health research, primarily to gather together the views of 
expert clinicians about poorly understood or under-evidenced topics, with the over-
all aim of establishing consensus about what best practice ‘should or could’ consti-
tute (Hsu and Sandford 2007). Delphi studies include a series of surveys, usually 
administered in three consecutive rounds. Each survey comprises a list of state-
ments developed by study researchers, participants or both; participants are asked 
to rate the degree to which these are pertinent and important for the clinical area 
under investigation. After each round, participants receive a summary of the group’s 
results. If consensus agreement is not reached about particular statements (e.g. 
because views are very divergent), these are re-rated in a subsequent round. There 
are several advantages to using this method of data collection. Participant burden 
is diminished: surveys are often sent out online so these can be completed when 
convenient. Sampling frames can also be wider than is typically the case in face-to-
face research; potential participants can be approached from a larger geographic area 
and from multiple settings. Additionally, group, rather than individual responses are 
shared, so participants can be open, without feeling under pressure.
Sampling Frame
We compiled a list of clinicians and researchers, based in England, who have con-
tributed to research protocols, journal articles and/or the development of clinical 
services, specifically for people with ASD. The list was developed by: (1) searching 
systematically for literature (empirical studies and narrative reviews) about CBT and 
ASD and reviewing author details; (2) conducting a search online for national ASD 
services; and (3) asking colleagues if they were aware of expert clinical-researchers 
working in the field. We restricted the sampling frame to England, as there are dis-
tinctions in the provision of clinical services across countries. We approached 50 
potential participants, who collectively, worked at 24 sites (eight NHS Trusts, two 
health authorities and 14 universities).
Survey Development
Topics for the initial survey were generated by reviewing the following sources: (1) 
NICE guidelines for ASD (NICE 2011b, 2012) and CBT (NICE 2011a); (2) guide-
lines pertaining to the provision and supervision of CBT (Blackburn et  al. 2001; 
IAPT 2007, 2018; Roth and Pilling 2008); (3) guidelines and standards about ethical 
conduct in clinical practice (BABCP 2017; BPS 2018; NMC 2015); (4) suggested 
CBT suitability criteria (Safran et  al. 1993); (5) systematic reviews and opinion 
papers about CBT for people with ASD (including Anderson and Morris 2006; Ros-
siter and Holmes 2013; Spain et al. 2015; Ung et al. 2015; Weston et al. 2016); (6) 
Delphi studies focusing on CBT with other clinical populations (Morrison and Bar-
ratt 2010); and (7) clinical experience. Synthesis of the literature indicated that there 
were 11 key components of CBT to include in the initial survey: (1) the referral pro-
cess; (2) assessment; (3) engagement; (4) formulation; (5) goal setting; (6) therapy 
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structure; (7) interventions and techniques; (8) homework; (9) outcome measure-
ment; (10) managing endings; and (11) therapist attributes. Notes were refined into 
summary statements and an online survey was developed.
Measurement Scale
Following well established guidelines for Delphi surveys (see Langlands et  al. 
2008), statements could be rated on a 5-point Likert scale: (1) essential; (2) impor-
tant; (3) do not know / it depends; (4) unimportant; and (5) do not include.
Usability Testing
Initial piloting of the survey content and format with two clinical psychologists and 
one nurse consultant resulted in the rewording of a few statements for clarity or 
brevity and addition of a few statements. Piloting of the survey software with three 
post-graduate researchers, resulted in a modification to the method of navigation 
between survey sections.
Ethical Approvals
The study was granted approvals by the Research Ethics Committee (REC REF 14 
0558), local R&D leads and Heads of Department. Informed consent was obtained 
from all participants.
Procedure
Recruitment took place between July 2017 and September 2018. The survey com-
prised three rounds; each had the same process, with similar formatting. Partici-
pants were contacted by email with a unique log in to the survey site (hosted by 
Qualtrics), accessible via a computer, tablet or smartphone. The initial section of 
the survey outlined study information and consent. Thereafter, survey statements 
were listed in 11 sections (under headings as outlined above), with additional free 
text options. Responses were autosaved so the survey could be completed at several 
junctures. Round 1 also included some general demographic questions (see below). 
Rounds two and three included statements from the previous round if these required 
re-rating and new statements suggested by participants.
Data Analysis
We summarised descriptive information about participant demographic characteris-
tics. We then calculated the percentage of participants who endorsed each option per 
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statement in Excel. Based on the guidelines by Langlands and colleagues (2008), we 
adopted the following parameters: (1) statements rated as either essential or impor-
tant by approximately ≥ 80% of participants were considered an integral component 
of CBT; (2) statements attaining a consensus rating of approximately 60-79% were 
re-rated in the following round (but only once more); and (3) statements that did not 
meet these criteria were subsequently excluded. Since different numbers took part 
in each round, percentages sometimes differed slightly to reflect percentages to the 
nearest whole person.
Results
Round 1
Of 50 individuals approached, 18 completed Round 1 (a 36% response rate). (See 
Fig. 1). Participants worked at five NHS Trusts and six universities. In terms of geo-
graphic location, ten participants worked within Greater London, four in the West 
of England, two in the South of England and two in the North of England. Sixteen 
participants (66% women) were clinical psychologists, one a nurse, and one an aca-
demic. Post-qualification clinical experience of work with people with ASD ranged 
from 3-32 years (median 11 years). Participants worked in inpatient, community and 
outpatient departments, and primary through to tier four settings, and many were 
clinical-academics. Seven participants worked with young people, six with adults, 
and five with people across the lifespan.
The Round 1 survey comprised 144 statements. Of these, 88 were deemed essen-
tial or important with approximately 80% consensus (rated as such by n ≥ 14), 19 
statements required re-rating as these attained 60-79% consensus (defined as agree-
ment between 11-13 participants), and 37 statements were excluded as there was a 
lack of consensus amongst 59% of participants or fewer (n ≤ 10). Synthesis of par-
ticipants’ free text responses resulted in a further 70 statements.
Round 2
Nine participants completed the Round 2 survey, which comprised 89 statements (19 
that required re-rating and 70 that had been generated by participants). In this round, 
58 statements were described as essential or important with approximately 80% con-
sensus (rated as such by n ≥ 7), 10 required re-rating as these attained agreement by 
60-79% of the sample (n = 6) and the remainder were excluded as these were rated 
similarly by 5 or fewer participants. A further seven statements were suggested.
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Sampling frame
50 participants
Returned Round 1 survey:
n = 18
Returned Round 2 survey:
n = 9 
Returned Round 3 survey:
n = 8
Did not participate in Round 3:
on leave n = 1
Did not participate in Round 2:
no response n = 5; no longer in post n = 2; 
on leave n = 2 
Did not participate in Round 1:
no response n =18; no longer in post n = 2; 
on leave n = 2; declined to participate n = 2
Fig. 1  Respondent flow chart
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Round 3
The Round 3 survey, which had 17 statements (10 that required re-rating and seven 
new statements generated by participants), was completed by eight participants. Of 
these, nine were deemed essential or important by 6 or more participants, and eight 
were excluded due to a lack of consensus (n ≤ 5).
Summary of Results
See Table 1 for an overview of the statements, categorised by theme. We found that 
the statements (n = 221) pertained to three broad categories of approaches and attrib-
utes: (1) generic; (2) ASD-specific; and (3) other-focused. Overall, 155 statements 
were deemed essential or important aspects of CBT for people with ASD (outlined 
in Table 2), and 66 statements were excluded (the list is available on request). No 
statements attained a consensus rating of ‘do not include’. 
Discussion
Previous research indicates that clinicians and triallists adapt their standard practice 
to enhance the suitability and acceptability of CBT for people with ASD. Yet there 
are no guidelines outlining which modifications might be most widely accepted as 
useful. In a three round Delphi survey, we established consensus views from expert 
clinicians and researchers in England, about the optimisation of CBT for this clinical 
population.
Reflecting wider opinion, participants agreed that CBT is an appropriate treat-
ment choice for people with ASD (Gaus 2011; Moree and Davis 2010). Analysis of 
Table 1  Summary of themes and items per survey round
Themes Data collection period Final survey
Round 1 Round 2 Round 3 Included Excluded
Referrals 0 4 (4%) 1 (6%) 2 (1%) 2 (3%)
Assessment 15 (10%) 22 (25%) 1 (6%) 28 (18%) 5 (8%)
Engagement 13 (9%) 14 (16%) 3 (18%) 24 (15%) 5 (8%)
Formulation 15 (10%) 10 (11%) 2 (12%) 19 (12%) 5 (8%)
Goal setting 8 (6%) 3 (3%) 1 (6%) 10 (6%) 1 (2%)
Therapy structure 18 (13%) 9 (10%) 1 (6%) 14 (9%) 10 15%)
Interventions / techniques 31 (22%) 9 (10%) 1 (6%) 12 (8%) 23 (35%)
Homework 9 (6%) 5 (6%) 2 (12%) 14 (9%) 2 (3%)
Outcome measurement 8 (6%) 7 (8%) 5 (29%) 5 (3%) 8 (12%)
Managing endings 7 (5%) 5 (5%) 0 9 (6%) 2 (3%)
Therapist attributes 20 (14%) 1 (1%) 0 18 (12%) 3 5%)
Totals 144 89 17 155 66
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free text responses suggested that particular factors potentially render CBT unsuit-
able for some people, such as aspects of the clinical presentation, attitudes and moti-
vation, risk and practical constraints (summarised in Table  3). Importantly, these 
factors apply to people with and without neurodevelopmental conditions. Moreover, 
they are by and large fluid, rather than static constructs. The clinical implication is 
that suitability or readiness for CBT is best evaluated periodically: some people may 
not be ready to engage at the point of referral, yet may be more able and amenable at 
another time.
Generic approaches and attributes
Approximately half the statements included in the final survey represented generic 
approaches or attributes, that would be expected from therapists working with most 
clinical populations. These approaches included establishing situational, interper-
sonal, cognitive, behavioural and affective aspects of presenting difficulties, for-
mulating links between these collaboratively, using strategies within and outside of 
sessions to encourage change, and enhancing confidence, autonomy and resilience. 
Some of the statements and particularly those about assessment and therapist attrib-
utes, are characteristic of many psychotherapeutic modalities (e.g. ‘establishing 
what the presenting difficulties are in clients’ own words’). Yet a substantial propor-
tion of these are specific to CBT (e.g. ‘developing a cross-sectional explanation of 
presenting difficulties’). This suggests that people with ASD can make use of and 
benefit from the fundamental facets that delineate CBT from other modalities.
Importantly, a number of the generic approaches that were excluded pertained to 
specific interventions and techniques. Feedback from participants demonstrated that 
although it was possible to rate the importance of transdiagnostic CBT interventions 
(e.g. ‘graded exposure’ and ‘addressing safety behaviours’), it was less meaningful 
to do so, for specific ways of working (e.g. ‘imaginal exposure’ and ‘ERP’), as these 
are based on the formulation and treatment goals. In a comparable Delphi survey, 
that sought consensus expert views about CBT for people with psychosis, Morri-
son and Barratt (2010) reported that their participants had similar concerns. They 
Table 3  Factors that may render CBT unsuitable for people with ASD
Clinical presentation Attitudes and motivation
Age, specifically very young children Egosyntonic explanation 
for symptoms
Cognitive capacity: moderate to severe ID Poor insight
If another intervention is indicated, e.g. medication Poor motivation
Current excessive alcohol or substance use
Risk Practical constraints
Significant risk to self Lives very far from clinic
Significant risk to others Unable to travel
Fluctuating risk
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also noted that other patient-related factors, such as ‘engagement’ and ‘readiness 
to change’ could mediate appropriateness of some interventions, and that prefacing 
some statements with additional information might enhance their validity.
ASD‑Specific Adaptations to CBT
Data analysis indicated that 40% of approaches and attributes deemed integral 
were ASD-specific. These primarily concerned adaptations to accommodate core 
ASD characteristics (e.g. ‘ascertaining clients’ understanding of the social rules of 
the appointment’), as well as co-occurring neuropsychological impairments (e.g. 
‘addressing difficulties with decision-making’). Moreover, there were three main 
types of adaptation: (1) those that denoted an addition to standard practice (e.g. 
‘allowing clients to do things that make them feel more comfortable such as fiddling 
with objects or not making eye contact’); (2) those that were omitted from standard 
practice (e.g. ‘noting core beliefs’); and (3) those that constituted modifications to 
conventional approaches (e.g. ‘using a range of methods to facilitate communica-
tion’). Importantly, participant responses indicated that adaptations are pertinent for 
CBT with young people and adults with ASD and so these are therefore unlikely to 
merely reflect age-related differences in treatment protocols.
A general trend in the data suggested that decision-making about types of adapta-
tions incorporated or omitted might be based on a number of factors. For example, 
good knowledge and understanding of ASD, coupled with a sense that impairing 
symptoms and circumstances can be improved, could be linked to more focused 
attempts to engage patients in the manner they felt comfortable with as well as crea-
tivity in the process of formulation and use of techniques. A more thorough assess-
ment of the nature and impact of core characteristics, co-occurring neuropsychologi-
cal impairments and meaning-making of these, could inform methods for enhancing 
communication during and outside of sessions. Also, therapists’ capacity for flex-
ibility and responsivity to patients’ presentations could be associated with attempts 
to make the structure of sessions better tailored to patients’ needs.
Modifications to standard CBT approaches endorsed here are consistent with 
those described by clinicians and researchers elsewhere (e.g. Anderson and Morris 
2006; Moree and Davis 2010; Walters et al. 2016). Broadly speaking, prior research 
has indicated that a range of general adaptations are needed to the structure and pro-
cess of CBT. However, the findings reported here add to the literature by outlin-
ing the more specific adaptations that are potentially needed at each stage of the 
treatment process. Moreover, historically, there has been debate about the degree to 
which cognitive techniques might be suitable for people with ASD given common 
impairments in ToM and perspective-taking. Consensus views here, however, sug-
gest that these techniques, are in fact an important component of CBT.
Clinically, it appears that enhanced knowledge and understanding of ASD and 
associated characteristics and impairments are key to informing choices about when 
and how to adapt conventional CBT approaches. The implication is that service pro-
viders and team managers should ensure staff have access to relevant training. This 
matches the recommendations outlined in the Transforming Care initiative (HM 
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2019), which aims to enhance the knowledge and skills of frontline staff working 
with people with ASD and/or ID. Our study findings also reinforce the importance 
of asking patients directly (and also potentially, their significant others) about their 
expectations, preferences and difficulties. Doing so periodically, can help clinicians 
to choose how and what to adapt.
It is possible that specialist clinical supervision (also deemed important by par-
ticipants) could aid health professionals to think through the types of adaptations 
that each patient might benefit from. Recent studies of CBT therapists working 
with other clinical populations have concluded that supervision should incorporate 
opportunities for discussion, reflection, knowledge acquisition and skills rehearsal 
(Bennett-Levy et  al. 2009). In our experience, we have found that individual and 
group ASD-focused supervision can prove beneficial. The latter may be more 
resource-efficient, especially if clinicians work in generic psychological therapies 
services with a small caseload of patients with ASD.
Working with Significant Others
The majority of participants—working with people of all ages—agreed that signif-
icant others should be involved in treatment, and other-focused approaches repre-
sented approximately 10% of statements in the final survey. These included consid-
ering others during the process of assessment (e.g. clarifying the extent to which 
they may be affected by, or contribute indirectly to, presenting difficulties), facilitat-
ing emotionally salient conversations between patients and parents (e.g. about dif-
fering priorities for treatment and post-discharge), and asking the latter to take on a 
more ‘active’ role (e.g. supporting task completion outside of sessions and changing 
responses to (safety) behaviours). Interestingly, ‘family-focused work’ was excluded 
from the final survey and it may be that participants viewed this more specifically as 
a systemic rather than a CBT intervention.
In young people without ASD, parental involvement in CBT has become increas-
ingly common, yet data are conflicting about whether this gleans more favourable 
outcomes compared with child-alone treatment (Thulin et  al. 2014). Preliminary 
evidence indicates that parental involvement is beneficial in CBT for children and 
adolescents with ASD (Cappadocia and Weiss 2011), but to our knowledge, there 
have been no head-to-head comparisons with active comparators. Conversely, it 
is unusual for significant others to be involved in CBT to such a great extent with 
non-ASD adults and this has not constituted a major element of published empirical 
treatment studies recruiting adults with ASD (Spain et al. 2015). Yet, many people 
with ASD, across the lifespan, benefit from additional support, for example, due to 
the impact of core ASD characteristics, neuropsychological impairments and mental 
health conditions. Thus, clinically, it is important to find out how much involvement 
patients would like other people in their lives to have. More practically, not all adults 
with ASD have contact with family and their social network is often smaller than 
they would like. This means that for some patients, in vivo work in the community 
may be particularly important to aid with generalising of skills.
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Outcome Measurement
Participant consensus indicated that standardised outcomes measures (e.g. generic 
and disorder-specific self-report questionnaires) should be augmented with person-
alised and more visual means, such as idiosyncratic symptom-focused or analogue 
scales; administered periodically rather than weekly. There are potentially several 
reasons for this. The utility of standardised self-report measures of (mental) health 
and wellbeing for people with ASD, has not yet been established (e.g. Brugha et al. 
2015). This is partly because the content (i.e. items or questions) require further 
validation empirically, and also, as completion of these can prove difficult for peo-
ple with ASD (e.g. due to impairments in introspection and cognitive characteristics 
including perseveration and rigidity). Individualised measures may, therefore, reso-
nate more strongly and capture more accurately the presenting difficulties of peo-
ple with ASD. It is also possible that developing outcome measures with patients 
enhances engagement and the ‘buy in’ to treatment.
Clinically, therapists may need to collaborate with patients to identify preferences 
for how difficulties are operationalised and measured (e.g. words and/or images), 
how frequently to complete these and where to do so (e.g. at home or with therapist 
support). This may require extra sessions, but the resources incurred could be offset 
by increased measurement sensitivity and specificity. Also, idiosyncratic scales may 
have utility for other strands of the mental health care pathway, in a similar way 
to a ‘health passport’ (NICE 2012). For example, individualised measures of mood 
states and behavioural indicators of affect, may be equally informative for a psychia-
trist or community psychiatric nurse.
Study Limitations
There are several study limitations. We restricted our sampling frame (n = 50) to 
experts working in England. While we sought out clinicians and researchers who have 
contributed to published work and service innovation, we did not reach all profession-
als with substantial expertise. It is also probable that the provision of CBT for people 
with ASD differs slightly outside of England, such as in terms of eligibility criteria for 
services and availability of CBT, so study findings may not be generalisable to some 
other settings. The participant response rate was lower than we hoped. This may be 
attributable to several factors, including time, length of the initial survey and time lags 
between rounds, meaning that some participants from previous rounds were no longer 
in post or on leave when subsequent surveys were circulated. Due to the sample size, 
we were unable to investigate whether the relative importance of aspects of CBT was 
age-specific, such as by comparing responses from participants working with children 
vs. adults, or whether participant responses varied according to experience. Statements 
were generated from empirical and clinical sources, but this process could have been 
enhanced with service-user involvement. Finally, we used the same measurement scale 
as many other Delphi studies, including having one rating encompassing both ‘do not 
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know’ and ‘it depends’. Yet as reported by several participants and elsewhere in the 
literature, these are not synonymous.
Research Implications
Clearly, the evidence-base for the utility, effectiveness and acceptability of CBT for 
people with ASD needs to be extended. Importantly, much of the intervention research 
to date has been obtained using quantitative methods. A next step is to garner more 
systematically, the views of people with ASD about what it is they hope to gain from 
CBT, which aspects of treatment they find more or less useful and why this is. Further 
studies are needed to clarify, more precisely, in what instances and how clinicians adapt 
their standard practice, and whether this differs according to knowledge, skills or expe-
rience, or service setting. Moreover, studies comparing adapted vs. standardised CBT 
approaches would provide clarity about which modifications are actually associated 
with improved outcomes.
Conclusions
Intervention research has lagged behind studies focusing on prevalence and correlates 
of co-occurring conditions in people with ASD. Yet the growing evidence base sug-
gests that CBT can be beneficial. Very few studies have focused on moderating and 
mediating mechanisms: we do not yet know how, why or for whom CBT is more or 
less effective, nor whether there are particular adaptations that glean more favourable 
outcomes. The consensus view from our study participants suggested that many of the 
core facets, interventions and techniques integral to CBT are accessible and useful for 
people with ASD. However, there is a need to adapt the method of delivery, using flex-
ibility and creativity. Further studies examining how best the structure, process and 
content can be modified for people with ASD are now warranted.
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